THE Session of 1911-12 has been without special incidents. The work done, especially by our younger and also by our provincial members, has been both interesting and instructive. Efforts are being made on all sides to unravel some of the many mysteries of aetiology.
Skilled appeal has been made to physiological chemistry, that most difficult of allied sciences, with regard to the toxemias of pregnancy, by Dr. Swayne, of Bristol; and Dr. Louise McIlroy, of Glasgow, has added much to our knowledge of the action of ovarian secretions. I wonder if the physiological chemists attached to our London schools could not be encouraged to make systematic chemical investigations of the blood and secretions of toxemic patients in our hospitals, somewhat on the lines of Dr. Swayne's paper on " Acidosis in Pregnancy." If so, our knowledge of the the toxins present would be gradually built up, and treatment would-become more defined and useful.
WORK OF SESSION 1911-12. OBSTETRICS.
Ectopic Gestation. Several specimens illustrating various types of ectopic gestation have been shown during the session, but still much information is needed, especially as to its causation, and the significance of the passage of a uterine cast.
(1) Unruptured Tubal Gestation (Four Months).-In October, Dr. Drummond Maxwell showed a large gestation sac reaching to the umbilicus, which he had removed by laparotomy from a woman, aged 25, who had only been married five months. The sac was found to be an unruptured tube, though the gestation had presumably continued for four months. The size of the foetus and condition of the placenta corresponded to the duration of the pregnancy. The author drew attention to the fact that no uterine cast was passed till after the operation, and stated that in the London Hospital a uterine cast had only been passed previous to operation in 5 or 6 per cent. of 150 cases operated on by Dr. Lewers and Dr. Russell Andrews.
(2) Double Ruptured Ectopic Gestation.-At the July meeting Mr. Tenison Collins, of Cardiff, showed specimens of double ectopic gestation with rupture of both Fallopian tubes. On the one side the foetus was seen escaping from the rent, on the other side chorionic villi were found. Both tubes were mnuch distended with blood.
(3) Ovarian Pregnancy.-In December, Dr. Eardley Holland showed a specimen of ovarian pregnancy. The gestation sac was completely encapsulated by ovarian tissue. Rupture of the sac had apparently occurred at the sixth week of gestation, and other internal haemorrhages occurred during the next three months. Dr. John Phillips then removed the ovary. The other ovary (left) had a recently ruptured Graafian follicle from which blood clot was protruding. The ovary was left in situ, but the clot was carefully examined and was found to contain multinucleated protoplasm, which the author believed to be trophoblastic in nature, and possibly a part of a fertilized ovum. The Pathology Committee adopted his view.
(4) Ectopic Gestatiot at and after Full Term.-Four cases of laparotomy for ectopic pregnancy at or after full term have been recorded during the session. The first was described in November by Dr. Savage, of New Zealand, the patient when seen being supposed to be in labour at full termii. Foetal movements and heart sounds were detected over the gestation sac. At the laparotomy the sac was bounded by the uterus, broad ligament, the great omentum, and transverse colon. The placenta was adherent to the under surface of the omentum. After tying the ovarian and some omental vessels, entry to the sac was obtained by detaching the omentum from the fundus uteri and a living child was extracted. The placenta was rapidly detached, and the furious bleeding which followed was checked by ligatures and gauze packing. The sac aperture was partly closed and sutured to the parietal peritoneumii at the edge of the abdominal wound, and the sac drained with gauze. In December, Dr. Tate related a similar case removed three months after full term. The gestation sac and placenta were removed entire without difficulty, and no drainage was required. At the same miieeting the President mentioned a very similar case operated on by Cypriani and described in his book written in 1695. Laparotomy was perfornmed twelve months after term, the placenta coming away with the sac, but here drainage was needed, as the sac contents were septic. A fourth case was described by Dr. Henry Briggs, of Liverpool, in March, operated upon three months after term. Part of the sac was left, but the placenta, which weighed over 2 lb., owing to haemorrhage into its tissues, was easily removed. A glass drainage-tube was used. These four cases, all of which recovered, confirm the view that, if an extra-uterine gestation can be left till three months after full term, the placenta is easily removable owing to arrest of the placental circulation, and the mother's safety is fairly secured. The question has yet to be decided whether this enhanced security of the mother justifies us in deliberately waiting till after full term, when the case is seen at the seventh or eighth month and the child is living. (2) Relative Size of Hydatid Moles.-A further contribution to our knowledge of hydatid moles was made in January by Dr. Henry Briggs, who read a valuable paper on twenty-three cases of hydatid mole, and showed that in sixteen cases from this series (69 per cent.) the uterus was below the normal size of the uterus at the supposed date of pregnancy. Only four out of the twenty-three cases were oversized, and in each of these cases much blood was found in the mole or in utero. In many of the undersized moles quiescence, and even recedence of the mole, had been noted.. Two of the twenty-three cases were followed by chorionepithelioma. In one case the hydatid mole. had been undersized, in the other oversized 'due to a large quantity of concealed haemorrhage. An interesting discussion followed Dr. Briggs's paper. The whole subject of hydatidiform mole needs careful revision and elaboration.
(3) Rupture of Umbilical Vessels of the Placenta.-In April, Dr.
Williamson related a case where death of the child was due to rupture of the umbilical vessels of the placenta during labour. In the discussion it was suggested that the heemorrhage was due to separation of the mucous membrane from its attachments during great distension, owing to the fact the mucous membrane did not stretch as easily as muscle or peritoneum; others thought it might have been due to too rapid emptying of the bladder.
Labour.
Difficult Labour.
(1) Dystocia due to Coils of Cord round Fetus. -In March, Dr. Briggs described a case where he had performed Caesarean section for dystocia, due to coils of cord round the foetus. The uterus was extremely retracted, labour having already lasted fifty-five hours. The hand could not be passed beyond the vault of the foetal head, and, as the child was alive, Caesarean section was performed, both mother and child living. No such case is recorded amongst the 1,200 collected by me from Great Britain and Ireland, though there were ten Caesarean sections done for obstructed labour with tonic contraction of the uterus. Three of these were for relatively large or impacted heads, two of them were for impacted mentoposterior presentations, and five were performed for impacted shoulder presentation.
(2) Dystocia due to FEetal (Edema.-In June, Mr. Clifford White showed a foetus with generalized cedema; the mother was badly nourished but otherwise healthy. The face presented, and the head was delivered by forceps as the foetal heart began to fail. The body was delivered by traction. Besides the general cedema there was free fluid in all the serous cavities; the viscera were healthy; the placenta showed slight oedema of the villi. No Spirochaetae pallidaw were found, though the obstetric history of the mother suggested syphilis. Mr. White discussed the causation of this condition, which is obscure and probably variable.
(3) Dystocia due to Premature Contraction Ring.-At the same meeting two important papers, bearing on the physiology of labour, were read by Dr. Willett and Dr. Williamson, on cases of dystocia due to the formation of a premature contraction ring. These papers will help to explain this rare occurrence and to focus its treatment. Dr. Willett treated his case by continuous weight traction after craniotomy, the child being dead.
(4) Dystocia due to Rigidity of Cervix and Placenta Praevia.-At the May meeting Dr. Lockyer described a case where he. had been obliged to perform embryotomy after version for placenta praevia. He had succeeded in bringing down the half-breech after version, but leg traction failed to deliver, and, as it was evident that the child was dead, he performed embryotomy. Sir Francis Champneys and Dr. Spencer would have preferred to do version without subsequent traction upon the half-breech. The former obstetrician alluded to the value of opium in such cases, saying that the pure drug (laudanum) either produced refreshing sleep followed by renewed vigour, or it acted as an oxytocic tending to rapid delivery. Russell, of Glasgow, read an important paper on "Extraperitoneal Caosarean Section," giving details of seven cases. He had been able to save all the children and six of the mothers, one dying under chloroform. Dr. Russell agreed with most obstetricians, that the operation should be reserved for cases advanced in labour, when the lower uterine segment is stretched by the presenting part, but also thought it useful for certain cases of placenta praevia when the child is alive. Unlike most British authorities, he did not find haemorrhage to be more severe, nor did he find that the wound healed less satisfactorily than in the classical operation, or that hernia was more likely to follow. Most of the speakers who discussed his paper disagreed with these last conclusions.
(6) Missed Labour.-Two cases were shown by Dr. W. C. Swayne.
In the first case the foetus had apparently died at full term, and, after two months' offensive purulent discharge, Dr. Swayne emptied the uterus, the foetus being putrid and rotten, the uterine tissue tore like blotting-paper, and the patient did not long survive the operation. In the second case, which occurred in 1896, slight labour pains came on about the date of the expected pregnancy but passed away. Pains again occurred eleven months later, and the child, which was alive ini utero, was removed after craniotomy and evisceration had been performed, the foetus then weighing 14; lb. Nowadays, of course, as Dr. Swayne said, Caesarean section would have been the treatment. Some very interesting remarks by Dr. Herman followed the reading of this paper.
Diseases of the Puerperium.
The Treatmient of Puerperal Septicaemia.-At the February meeting the subject of " Vaccine Therapy as a Cure of Puerperal Septicomia" was brought forward by Dr. Western, who gave statistics of fifty-six cases from the London Hospital, where inoculation with autogenous vaccine had been adopted, and of forty-six cases where it had not been used. He found that the mortality of the former was 32 per cent., and of the latter 55 per cent. He further showed that the mortality of cases where bacteria were found in the blood-stream was usually about 90 per cent., but that inoculation by autogenous vaccines had reduced the mortality of his cases to 55 per cent. The author found bacteria in the blood in thirty-nine cases, or 46 per cent., and of these thirty-nine cases thirty-six contained streptococci and two Staphylococcus aureus. Cultures from the uterus were taken in forty-three cases. Streptococci grew in pure culture in thirty-one of these, streptococci and coliform bacilli in two, Staphylococcus albus in one, and in only seven cases were the results negative. A valuable and interesting discussion followed. Dr. Williamson strongly advised that no autogenous vaccine should be used till it was certainly sterile, and that during the period of its preparation (about'forty-eight hours) a stock anti-pyogenic serum should be injected. The President thought Dr. Western had proved his point as regards the value of autogenous vaccines in local infections with a general toxaemia, but not in cases of true general septicaemia. This paper will stimulate obstetricians in other maternity institutions to record their results, and if this could be done it would form' the basis of a joint discussion in which obstetricians and bacteriologists could usefully meet, and perhaps agree upon some routine treatment, and thus lessen the enormous maternal mortality of childbirth, which still persists; for in five years, 1906-10, about 60 per cent of the notified cases of puerperal fever died. I am glad to say, however, that the total mortality from puerperal fever is steadily diminishing. In my Presidential Address last October I pointed out that the minimum death-rate in England and Wales from puerperal fever was in the year 1908, and it was then 1P48 per 1,000 births, but that it had gone back a little, to 156 per 1,000, in 1909. As a result, however, of further progress, both in prevention and treatment, the death-rate in 1910 fell to 1'42 per 1,000 births, the smallest death-rate ever recorded, and this represents a saving of 155 lives between those two years.
Prevention of Puerperal Melancholia by Hysterectbmy during Pregnancy.-The only paper touching on puerperal insanity was read by Dr. Walter Griffith, at the February meeting, and the originality of the treatment, or rather of the prophylaxis, caused some criticism. In order to prevent the patient from developing melancholia after labour, as she had done on two previous occasions, Dr. Griffith performed supravaginal hystere,ctomy when she was again three months pregnant. The patient, aged 24, was confined in May, 1907, and ten days afterwards she developed melancholia with suicidal tendencies. She had another child in February, 1910 , and mental depression recurred in the fourth week after labour, and continued for five months. In January, 1911, she was found to be again three months pregnant. She was anxious to have another child as' the other two were healthy, but was also anxious as to her ability to go through the pregnancy and puerperium safely. Dr. Griffith consulted with Dr. Percy Smith, and they agreed that the pregnancy should be terminated, and that the patient should be sterilized to prevent recurrence of pregnancy. Dr. Griffith came to the conclusion, and Dr. Percy Smith concurred, that supravaginal hysterectomy was in this case preferable to evacuation of the uterus followed at a later date by a sterilizing operation. This operation was successfully performed, the tubes and ovaries being left. There was some evidence of depression on the second day after the operation, but otherwise convalescence and subsequent health -have been excellent. In the discussion it was pointed out that induction of abortion as a prophylactic of puerperal melancholia was rarely adopted, and that sterilization by any method must be still more rarely indicated, and might even induce the very depression which it was performed to prevent. In his reply Dr. Griffith agreed that this line of treatment would be very exceptionally indicated.
Foetal and Infantile Diseases.
I am glad to say that several interesting communications have dealt with these conditions.
(1) Epignathus.-I have already dealt with Mr. Clifford White's case of dystocia due to fetal cedema. At the same meeting in June Mr. White also showed a remarkable specimen of epignathus, a very rare condition, the tumour growing from the base of the skull near the body of the sphenoid, and protruding from both the mouth and nostrils. The specimen belongs to the variety of epignathus called sphenopagus. The child was alive at birth and presented by the vertex, but died in a few minutes. The growth was covered by squamous epithelium, and was mainly of embryonic connective tissue containing spaces filled with blood, miniature gland areas, and hair-follicles. Cartilage, bone, teeth, and hair were also found. The specimen was clearly not a parasitic acardiac amorphous fetus as has been suggested, but a separated portion of the germ-plasm of the autosite, and analogous to coccygeal teratomata.
(2) Blood-pigment in the Faeces of the New-born.-In February, Dr. Hector Colwell and Dr. Glendining read a paper on the " Presence of Blood-pigment in the Fwces of the New-born." They examined the faeces of fifty new-born infants, and found that blood-pigment was present in the feces of about 30 per cent. during the first three or four days, and they believe that this is due to circulatory disturbance after birth which leads to minute hemorrhages into the intestinal canal. If, however, it was found in the meconium at birth, probably some other explanation was required.
(3) Sacral Teratoma in a New-born Child.-In March, Dr. Lediard, of Carlisle, showed a sacral teratoma weighing 4 lb., which was removed from a female infant 2 days old. She was quite well in her eighth year. The structure consisted of cartilage, some of which was undergoing ossification, tubes lined with epithelium, gland areas containing small acini, with cubical epithelium, and true bone.
(4) Congenital Graves's Disease.-At the same meeting Mr. Clifford White showed the thyroid gland and adjacent parts of a fcetus with congenital Graves's disease. The child only lived thirty-four hours. The mother developed well-marked Graves's disease when five months pregnant. After the child's birth she improved in all respects, but in six months again became pregnant and had a stillborn child at the seventh month with no abnormalities. The autopsy on the child shows no organic disease of the other ductless glands. The case is one of great interest, both from the foetal and maternal points of view. Graves's disease is almost unknown before the age of 2' years, and no other case appears to be recorded of a case at birth. The association and interaction of pregnancy and Graves's disease is of great interest as bearing upon the function of the ductless glands and the whole question of the toxeemias of pregnancy.
GYNAECOLOGY.
Before reviewing the pathological communications of the session, I must first draw attention to Dr. Louise McIlroy's paper on the "'Physiology of Ovarian Secretion," read at the June meeting. The paper contains conclusions founded on clinical experience and experiment, and adds much to our knowledge of the influence of ovarian secretion upon the functions of the uterus, the ovaries, and the mammae, and on the general well-being of the individual. Dr. McIlroy discussed the relationship of the ovarian constituents to menstruation, ovulation, 'pregnancy, and lactation; the effect of the suppression of ovarian secretion before and after sexual maturity; the effect of transplanted ovarian tissue and of administered ovarian extracts; the effect of ovarian secretion upon metabolism; and the correlation of the ovary with other ductless glands. The following conclusions were formulated:
(1) The ovary controls the nutrition of the uterus and other reproductive organs, since removal of both ovaries causes atrophy of the muscular and glandular elements of the uterus, &c., the degree of atrophy being in direct proportion to the length of time which has elapsed since the operation. There is also a diminution in the uterine blood-vessels and a tendency to atheroma-a condition very closely allied to fibrosis of the uterus in the human subject. Menstruation and oestrus do not occur after complete removal of both ovaries. In young animals, after oophorectomy the infantile type is maintained.
(2) Removal of the uterus, or retention of the uterine secretion, does not affect the functional development of the ovaries, seeing that the elements of the ovary are well preserved after hysterectomy and ligation of the uterine horns. Retained uterine fluid does not counteract the atrophy of the uterus, which takes place after the removal of both ovaries.-There is thinning out of the uterine wall at the point of greatest distension, and no compensatory hypertrophy has been observed.
(3) Removal of one ovary causes compensatory hypertrophy of the other in the ancestrous state.
(4) That the interstitial cells perform the chief role in the maintenance of the nutrition of the uterus is evidenced by the survival of these cells in grafted ovaries, the follicles becoming absorbed or cystic, and by the fact that no atrophy of the uterus occurs when these cells are present. The interstitial cells become functionally active during pro-cestrum, as shown by their being enlarged and their cytoplasm becoming infiltrated with a liquid substance (in female dog). That the corpus luteum is the part of the ovary which exerts the most active influence upon the body as a whole is shown by the fact that corpus luteum extract, when injected, causes rise of the general blood-pressure.
(5) From the result of one experiment it was found that the ovaries do not play such an important part in the elimination of calcium as is supposed, since after castration the calcium output was increased, whereas it was diminished as the result of administration of corpus luteum extract.
(6) Removal of the ovaries in rabbits causes an increased deposit of fat in the tissues of the body.
The paper is a careful and largely successful effort to determine the physiological effect of ovarian secretion and should be read by both gynecologists and obstetricians. It will help to unravel some of the remaining mysteries regarding the physiology and physiological chemistry of menstruation, labour, and lactation, and will clear the way for the discovery of the nature of the toxins created by altered metabolism of the ovaries and other ductless glands, and thus help to save the lives of our patients suffering from these little understood toxaemias. Miss McIlroy's paper is also valuable to our Section as it is a foretaste of and will prove a guidance to a discussion on the subject which our Council hope to arrange at a later date.
PATHOLOGICAL CLASSIFICATION OF DISEASES OF WOMEN.
A valuable and suggestive paper was read by Dr. Fothergill, of Manchester, at the March meeting, on the desirability of using a pathological classification in text-tooks on " Diseases of Women," and he pointed out some disadvantages of the anatomical classification now usually adopted, mentioning particularly the difficulty of a student being able to learn the complete facts as regards cancer, tuberculosis, or gonorrhoeal infection of the genital tract if he had to search for data under anatomical headings. There are only three books known to me, written on "Diseases of Women," with a pathological classificationviz., Ballantyne's " Essentials of Gynecology," 1905 (IV) Infection.
Under the head of infection I find but few cases.
Tuberculosis.
(1) There is one case of diffuse tuberculosis of the uterus described by Dr. Hubert Roberts, who showed the uterus removed by abdominal section. After the operation the uterus and tubes were found to be the seat of diffuse necrosing tuberculosis, the mucosa being less involved than the muscle. He thought the Fallopian tubes were primarily affected.
(2) In April Dr. Eden related a case of tuberculou,s tubes with primary amenorrhw3a, and showed the uterus and appendages which he removed from a woman, aged 27, for severe left-sided pain which recurred every month. Both Fallopian tubes contained pus and were removed, and there was a pus cavity in one corner of the uterus, which was slightly less than the normal length. The uterus was therefore also removed, together with one ovary, which contained a recent corpus luteum. Dr. Eden believed the tubes were tuberculous, though Dr. Glendining could not be sure of this. Dr. Eden discussed the cause of the amenorrhoea, and wondered if it could be due to the suppuration in the Fallopian tubes, which might have been of long standing. He alluded to a case related by Mr. W. G. Spencer and Mr. Alban Doran, where similar attacks of pain with amenorrhzea occurred, and both tubes were found at the laparotomy to be absent. Mr. Spencer laid open the fundus, exposing the cavity of the uterus, and sewed both ovaries into the opening thus made, with a result that the patient subsequently menstruated regularly. Dr. Eden wondered if the amenorrhoea in these two cases could be due to failure of the discharged ova to reach the uterine cavity. Perhaps Miss McIlroy or Dr. Blair Bell could answer this point.
(V) Progressive Conditions.
The large bulk of the Session's communications will come under "Progressive Conditions," a group which Dr. Fothergill employs to include new growths, overgrowths, cysts, &c.
(1) Fibromata.
(a) Fibrous Tumours of the Perineum.-First amongst these are the two similar and remarkable cases of enormous fibrous tumours of the. perineum described by Mr. J. D. Malcolm and Dr. F. J. McCann in October. In Mr. Malcolm's specimen the structure was fibro-cystic, while Dr. McCann's was a pure fibrous tissue of the consistence of a firm jelly, and in both cases the growth appeared to have developed from fascial tissue. In each case the tumours had grown upwards into the abdomen and downwards along the rectum and vaginal canals to form huge perineal masses which prevented the patients sitting. In each case they had been known to be growing four to six years. The tumours were removed by combined perineo-abdominal operations, but one unfortunately did not long survive the shock of the operation. iy 10 (b) Fibromca of Labiumn.-A large warty fibroma of labium, weighing 171 oz., was shown by Dr. Lediard. It had been growing twelve years, during which time the patient had had six children, four of whom were living. She had suffered severely as a child fronm inherited syphilis. The structure was fibrous tissue, arranged in nodules, rich in vessels, and covered by squamous epithelium.
(2) Fibromyomiata.
(a) Fibromyomia of Uterus.-I have already referred to -Dr. Purslow's case of fibroids associated with pregnancy. The only other cases were two degenerating fibroids described by Dr. Inglis Parsons. In one of these the uterus had been subjected to Apostoli's treatment twenty years previously.
(b) The Radio-therapeutic Treatnent of Uterine Fibromyomata. This subject is one that will be probably much debated in the future and will form part of one of the discussions at the Obstetric Section of the International Medical Congress in London next year, under the presidency of our distinguished Past President, Sir Francis Champneys. Our Section, therefore, was glad to hold a joint discussion last March with the Electro-Therapeutical Section, when an admirable paper on the subject was read by Dr. Bordier, of Lyons. For the first time in this country precise indications and contra-indications were given.
Thus the age of 39 was stated to be the inferior limit for' radio-therapeutic treatment. Patients below that age are better treated surgically. Interstitial fibroids, and women who suffer from menorrhagia rather than metrorrhagia, yielded best to the treatment, especially at menopause ages. Radio-therapeutic treatment should not be used for degenerating, malignant, infected, or inflamed fibroids, or where there are inflamed tubes ,or pelvic peritonitis also existing. Dr. Bordier prefers three or at most five sessions, with nine irradiations in each, and gives careful details of dosage. He alludes to the dangers of erythema, dermatitis, and trophic troubles, which may not declare themselves for twelve months after the irradiation, and describes the safeguards indicated. Finally, he gave statistics and described the clinical results of irradiations, and both are distinctly favourable to the usefulness of this new method of treatment. This condition has not received the attention it deserves. Very little is known of its aetiology and differential diagnosis, and its treatment is at present very unsatisfactory. Dr. Cuthbert Lockyer described one case in which, after several curettings, he had performed utriculoplasty for uncontrollable haemorrhage, and subsequently, as no improvement followed, he had performed hysterectomy. The discussion which followed seems to indicate that utriculoplasty will not receive a permanent place in gyneecological therapeutics.
(4) Ovarian Cysts.
In November, Dr. Macnaughton-Jones described a case of large ovarian cyst, complicated by hernia and ascites, and in December the same Member showed an ovarian cvst which had developed from an ovary which had been resected twenty-one months previously, when the opposite ovary had been removed. In March, Dr Williamson from a girl, aged 16. The patient had remained well since this operation. He believed the tumour was malignant. There was no ascites. The remaining ovary was also removed though it appeared healthy. Nothing abnormal was discovered in the other viscera. Dr. Barris found that the apparently normal ovary was also malignant. The Pathology Committee agreed with Dr. Barris's opinion that the ovarian solid tumour was spheroidal-celled carcinoma, but the majority of the Committee found no definite evidence of malignancy in the normal-looking ovary.
(c) Carcinoma of Vulva.-At the same meeting Dr. MacnaughtonJones showed microscopical sections from a carcinoma of the vulva removed from a woman, aged 79.
(d) Primary Carcinoma of Urethra.-Mr. Beckwith Whitehouse described the history of an advanced and inoperable case of this some-*what rare disease in a feeble woman, aged 59. He discussed the relationship of epithelioma to urethral caruncle or other inflammatory urethral trouble, and he thought they might each predispose' to the new growth. He divided primary' urethral epithelioma into two main classes-the more usual vulvo-urethral and the rarer primary urethral growths. The growths are usually squamous-celled or more rarely columnarcelled epitheliomata, and more rarely still adeno-carcinoma developing in the peri-urethral glands.
(e) Rhabdo-sarcoma of Uterus.-In January, Dr. W.-Blair Bell, of Liverpool, showed the uterus and appendages of an unmarried woman, aged 70, which had been removed a few days after a piece of growth, found to be a mixed-celled sarcoma, had been spontaneously expelled.
A second operation for intestinal obstruction ten weeks later revealed that the abdomen was full of growth of the same nature.
Growths of Doubtful Character.-There have been many tumours referred to the Pathology Committee, which, under the Chairmanship of Dr. Waker Griffith, continues to do excellent work for the Section and for science. In most cases the view taken by the exhibitor of the specimen has been upheld by the Committee, in a few the exhibitor's view is not accepted, but usually the exhibitor is converted and agrees with the Committee's views. More rarely the Committee's view is not accepted by the exhibitor. This difference of opinion sometimes leads to the Publication Committee having difficulty in deciding upon the precise title of the communication for the Proceedings of the Section.
The following are some of the specimens of doubtful nature shown during the Session:
(1) Exfoliated Endometrium.-At the January meeting Dr. Blair Bell showed two specimens of uterine cast passed by the same woman on two occasions, both showing effusion of blood and the so-called decidual appearance which Dr. Bell considers to be due to swollen and degenerate cells. He did not believe these casts were elidences of early abortion. Several speakers alluded to cases where such casts were passed during cohabitation, and ceased during sexual abstinence, and these and others could not agree with Dr. Blair Bell's conclusions without further evidence. These specimens do not appear to have been referred to the Pathology Committee, but are to be further reported upon by the author.1 (2) Supposed Carcinomatous Sarcoma of Ovary.-At the same meeting Dr. Blair Bell also showed two solid ovarian tumours removed from a woman, aged 29. She had had incontinence of urine for three months, scanty menstrual losses, much leucorrhcea, and an enlarging abdomen. The tumours occupied the true pelvis and lower abdomen. There was some ascites. No recurrence had taken place in the eight months following the operation. -He considered the tumour to be mixed carcinoma and sarcoma, and had only been able to find the records of two other similar ovarian growths. The specimen was referred to the Pathology Committee, which did not consider the growth was carcinomatous, and though much struck with its exceptional and richly cellular structure, considered it to be either an actively growing fibroma or a fibroma becoming sarcomatous. Dr. Blair Bell was not convinced by these views. The future history of the patient will be important.2 (3) Growth simulating Chorionepithelioma.-At the same meeting Dr. Bright Banister showed sections of a growth simulating chorionepithelioma. The growth was protruding from the uterus of a woman, aged 47, whose last child was born eight years previously. Nothing beyond removal of the growth could be effected owing to extension of the growth into the bladder. Dr. Banister found areas of syncytial-like cells resembling those found in chorionepithelioma, but the Pathology Committee considered the growth to be a squamous-celled carcinoma with numerous large cell-fusions, some of which were undergoing keratoid changes. Dr. Banister agreed with the Committee's view.
He tells miie that the patient symptomatically improved under exposures to radium, and that the local induration was lessened, but that now haemorrhage has returned and her general health is failing. (4) Fibroid Polypus with Glandular Invasion.-In April, Dr. Drummond Maxwell showed a fibroid polypus with glandular invasion. During the exploratory dilatation of the uterus caseous matter came away, and under the nlicroscope these fragments showed proliferating glandular elements ina a degenerating stroma, and were believed to be malignant. Panhysterectomy was therefore performed, when a small fibroid polypus growing from the internal os was found with an irregular friable surface. Gland tubules actively proliferating were found in all portions of the fibroid, but their lining membrane was uniformly singlelayered. Dr. Maxwell looked upon the polypus as an early stage of a malignant adenomatous growth invading the fibroid polypus. Dr. Spencer and Dr. Griffith and others disagreed as to the malignancy of the glandular invasion of the fibroid, and their view was subsequently adopted by the Pathology Committee.
(5) Submucots Uterine Growth of Doubtful Character.-Dr. Briggs showed a uterus with a submucous lobulated growth of doubtful character removed by subtotal hysterectomy. There had been continuous bleeding for eight months. The patient was now, six months after operation, quite well. The nature of the growth was uncertain, as in parts it appeared to be of myomatous structure, in others a short, spindle-celled sarcoma.
Three communications would, in Dr. Fothergill's pathological classification of the "Diseases of the Reproductive Organs," have to be relegrated to the appendix or omitted altogether.
(1) Broken-glass Catheter removed from the Bladder.-Dr. Lewers had performed Ciesarean section upon this patient for obstructed labour due to contracted pelvis, and during that labour-the head presentinga nurse had left the catheter in the urethra, and it broke during a pain. Dr. Lewers dilated the urethra and removed the catheter by forceps.
(2) Gangliont Neuromat of Mesentery.-This formed a large tumour and was removed successfully by Dr. Macnaughton-Jones by an operation of considerable difficulty from a patient aged 18. The tumour was a neuroma containing ganglion cells and was connected with the sympathetic system. In places it was embryonic and histologically malignant. (3) Amenorrhweal Insanity.-On the suggestion of Dr. Walter Griffith a joint discussion with the Medico-Psychological Association on this subject was held last November, and was introduced by a thoughtful and suggestive paper by Dr. C. T. Ewart, who argued that those who accept puerperal insanity as an entity must admit that amenorrhoeal insanity should occupy a similar position, the cause of each being due to auto-toxenmia, and the symptoms present being practically akin. Dr. Robert Jones agreed that there were cases of insanity caused by amenorrhoea, but thought that as a rule the insanity was usually a correlative of the amenorrhoea, and that both were due to a more renmote cause such as a toxin, and the President suggested that such a toxin was probably due to an altered internal secretion of the ductless glands, including the absence of the primary product of lutein tissue. Dr. Macnaughton-Jones did not consider the title of the paper to be scientifically justified, and both he and Dr. Percy Smith thought that it was actually dangerous to use such a term as " amenorrhoeal insanity." Dr. A. W. Russell, of Glasgow, also criticized the term, and both he and Dr. Walter Griffith thought further study of the subject was urgently required. The President of the Medico-Psychological Association, Dr. Dawson, of DOublin, did not believe there was a special form of insanity produced by amenorrhcea, and he endorsed the general opinion of those present when he said that the existence of amenorrhoeal insanity as a definite morbid entity was " not proven."
GENERAL OBSERVATIONS.
Your Council has endeavoured to represent to the Commissioners of the National Insurance Act the very serious effect upon the midwifery training of students and pupil midwives and upon poor parturients which may follow the working of the Maternity Clauses of the Act. It is possible to so interpret the words of these clauses and the model rules founded upon them, that women who are confined in lying-in wards or hospitals, and those attended by medical students or pupil midwives, will be penalized by losing their maternity benefit. If so, this would tend to encourage such women to make other arrangements for their confinements, and midwifery training could not be carried out so as to satisfy the existing regula-tions of the General Medical Council and of the examining boards. Your Council through a sub-committee and by correspondence have represented these facts to the State Sickness Insurance Committee of the British Medical Association and that body was in sympathy with our views, and encouraged us to communicate
